Stomatococcus mucilaginosus (formerly Staphylococcus salivarius and Micrococcus mucilaginosus) is a gram-positive coccus frequently recovered from the human oral cavity (1, 3) . This organism has rarely been documented as a pathogen, but four cases of endocarditis (2, 7, 8, 10) , one case of septicemia in an immunocompromised patient (J. F. Barlow, K. A. Vogele, and P. F. Dzintars, Clin. Microbiol. Newsl. 8:170, 1986) , and one case of peritonitis during chronic ambulatory peritoneal dialysis (9) were previously reported. In this paper, we report the case of a patient who presented a central-catheter-associated infection with septicemia due to S. mucilaginosus.
In August 1987, a 79-year-old patient with cirrhosis of the liver was admitted to Saint-Luc Hospital for edematous decompensation. He was treated with diuretics with partial response, but 10 days after admission he developed upper gastrointestinal bleeding. Gastroscopy revealed an esophageal ulcer. The bleeding persisted for 2 days, the patient became oliguric, his serum creatinine rose, and a diagnosis of acute tubular necrosis was made on the basis of examination of the urinary sediment. A dialysis procedure was required, and a catheter was installed in the right internal jugular vein on 2 September. On the next day, a hematoma was noted at the site of insertion. On 4 September, the temperature of the patient, which had been normal since admission, rose to 38.8°C. One blood culture was drawn from a peripheral vein. Erythema was noted around a superficial catheter inserted in the right arm, and the catheter was removed for that reason. Two days later, the patient was still febrile; two other blood cultures were drawn, and the rightjugular catheter was removed and cultured. Cloxacillin was started because of suspicion of cellulitis of the right arm, although the most probable cause of inflammation was a cutaneous necrosis due to leakage of dopamine, a complication reported by Weiner (11) . The culture of the intrajugular catheter showed 21 colonies of S. mucilaginosus in pure culture. The blood culture drawn on 4 September and one of the two blood cultures obtained on 6 September were positive for that same organism. However, six blood cultures drawn after the antibiotic was started remained negative. All blood cultures were drawn from a peripheral vein.
In our hospital, each blood culture is inoculated in a tryptic soy broth and a Columbia bottle (Roche Septi-Chek system); both bottles are examined each day for evidence of bacterial growth and kept for To our knowledge, this is the first case of catheterassociated infection due to Stomatococcus mucilaginosus. The number of infections due to this organism is probably underestimated, since it can be easily misidentified either as a member of the family Streptococcaceae or as a Staphylococcus sp. However, a presumptive identification can be made without difficulty because of the unusual adherence of the colony, a microscopic morphology resembling that of members of the Micrococcaceae, and a negative or weakly positive catalase reaction. Nitrate is reduced to nitrite, which rules out classification as a member of the Streptococcaceae, and bacterial growth is inhibited by 5% NaCI, precluding classification as Micrococcus or Staphylococcus spp. Interestingly, our strain was relatively penicillin resistant, as was recently reported by Pinsky et al (7) .
It is highly probable that with an increased awareness of the pathogenic role of this bacterium, infections due to S. mucilaginosus will be more frequently reported in the near future.
